ABSTRACI Occupational exposure to dust has been linked with excess mortality from stomach cancer. To examine this hypothesis in respect of cement workers the mortality of a group of men, identified as cement workers in 1939, was followed up from 1948 to 1981. An excess of mortality from stomach cancer was found which is not thought to be explained by the social class distribution of the study population. Mortality from respiratory disease was not increased.
Occupational health studies of workers engaged mainly in the manufacture of cement have concentrated on morbidity from occupational dermatitis' and on the possible impairment of the respiratory system due to heavy exposure to dust. In reviewing published reports on respiratory effects Bazas concluded that epidemiological reports from around the world were contradictory,2 and further evidence has suggested that, whereas exposure to cement dust may cause some respiratory impairment, cigarette smoking is more likely to produce chronic bronchitis or ventilatory changes. 1951, 1961, and 1970-2, and , with the exception of rectal cancer, clearly the incidence of these cases was related to social class during the study period, the association being most pronounced for bronchitis. The occupation groups in table 2 cover a range of social classes, specifically:
(1) Laboratory workers, clerks, etc, include social classes II to IV but would be predominantly IIIN (skilled non-manual);
(2) Maintenance workers, craftsmen, etc, would be predominantly class IIIM (skilled manual); and (3) The two labourer groups would be predominantly class V (unskilled) with a few class IV (semiskilled) occupations.
The overall SMR for stomach cancer in this study appears higher than would be expected on the basis of social class alone judging from the data in table 3. In addition, the SMRs for maintenance workers and craftsmen (211 on 8 deaths) and for packing and loading workers (321 on 4 deaths) are notably higher than their social class related expected levels. Finally, overall mortality from lung cancer and from bronchitis, emphysema, and asthma is low (SMRs of 85 and 78 respectively) and it seems unlikely that social class would be wholly responsible for the excess mortality in stomach cancer, while allowing deficits in two other causes with significant social class gradients. The excess risk of stomach cancer hypothesised for this group of workers on the grounds of high exposure to dust appears, therefore, to have been confirmed by this study, although part of the overall excess mortality noted in table 1 may be explained by the social class distribution of the study population.
The study also shows some evidence of an increased risk from rectal cancer. It has been suggested that rectal cancer might be associated'0 with heavy beer consumption, and it is possible to hypothesise that a dusty occupation may encourage this. The overall SMR for cancer of the oesophagus, however, also associated with high alcohol consumption,'0 is not appreciably raised (116 on 3 deaths), and no deaths were reported from cirrhosis of the liver. Nasal cancer has been shown to be dust related,'0 although the evidence suggests that organic dust as the primary risk. No deaths from this cancer were recorded in the study.
The study does not support a hypothesis of a relation between exposure to cement dust and mortality from respiratory disease since low SMRs are found for all respiratory diseases (86) and for bronchitis, emphysema, and asthma (78). It has been suggested, however, that the conjunction of smoking and exposure to cement dust is necessary to produce severe respiratory impairment.2 The relatively low SMR for lung cancer (85 on 28 deaths) suggests that overall, this group of workers were not heavy smokers, and may thus partly explain the low mortality from respiratory disease. The figures for the occupational groups show no clear pattern for respiratory disease although the SMRs tend to be higher for the groups of labourers.
